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Brief Clinical ReportsAscending aortitis and aortic valve endocarditis in an infantDilip S. Nath, MD, Angela J. Shin, BS, Daniel P. Nussbaum, BS, Darren Berman, MD,
Vaughn A. Starnes, MD, and Winfield J. Wells, MD, Los Angeles, CalifAortic valve replacement for endocarditis in infancy is
problematic. The Ross procedure is the best alternative,
but in the face of an extensively infected ascending aorta re-
quiring prosthetic extension of an autograft, a therapeutic di-
lemma is present.1 Palliation with an aortic homograft for
root and ascending aortic replacement until infection is re-
solved offers an alternative approach.FIGURE 1. Gross image of the aorta showing irregular mural vegetation
adjacent to an area of mural necrosis and early aneurysm formation.
(Original magnification, 1.53.)CLINICAL SUMMARY
A 5-month-old boy presented with fever, tachycardia, and
a systolic heart murmur. At 1 month of age, he had been
treated for congenital aortic stenosis (AS) with balloon
aortic valvoplasty. Six weeks before the present illness,
a catheterization was performed to assess the residual left
ventricular outflow tract gradient and pulmonary vascular
bed. During the procedure, there was no suspicion of an
intimal tear or dissection. This study and a subsequent echo-
cardiogram showed mild AS and trace aortic insufficiency.
After a lumbar puncture, antibiotics were initiated for a pre-
sumptive diagnosis of meningitis. Two days later, there was
seizure activity, and imaging showed a subacute infarction
in the right middle cerebral artery distribution. Blood culture
results were positive for Enterococcus faecalis.
An echocardiogram revealed thickened aortic valve leaf-
lets with vegetation adjacent to the left cusp and an abnormal
appearance of the ascending aorta, suggesting aortitis with
intraluminal hematoma, dissection, or pseudoaneurysm.
Brain magnetic resonance imaging demonstrated an evolv-
ing infarction in right middle cerebral artery distribution.
The patient was seizure free and had no focal neurologic
findings. Surgical intervention was planned to replace the
aortic valve and ascending aorta.
At the time of the operation, the entire ascending aorta
appeared thickened and inflamed (Figures 1 and 2). Aortic
cannulation was performed more distal than usual in the
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e90 The Journal of Thoracic and Cardiovascular Surgment. By using a handheld cannula, cardioplegia was admin-
istered directly into the coronary ostia. When the aorta was
opened, there was a large vegetation adherent to the aortic
wall extending from the sinotubular junction to the innomi-
nate artery takeoff. A separate vegetation was found on the
left coronary leaflet of the aortic valve. An 11-mm aortic
homograft was used for root and ascending aortic replace-
ment with the distal anastomosis at the innominate artery
takeoff. Bypass and crossclamp times were 40 and 29 min-
utes, respectively.
The patient was discharged after a 1-week hospital stay
and was treated with an additional 5 weeks of outpatient in-
travenous antibiotics. He was followed with serial echocar-
diograms. Five months after root replacement, the patient
experienced supravalvar stenosis of the ascending aorta
and underwent balloon dilatation. After an additional 4
months, the patient had evidence of progressive AS, aortic
insufficiency, and supravalvar homograft stenosis. He
underwent a Ross procedure and was discharged unevent-
fully after a 5-day hospital stay. He continues to do well
1 month after surgical intervention.DISCUSSION
If aortic valve replacement is required in an infant, partic-
ularly in the presence of active endocarditis, a tissue valve
offers the best option.2 The Ross procedure provides optimal
hemodynamics, freedom from anticoagulation, probabilityery c April 2010
FIGURE 2. Trichrome staining of the aortic aneurysm shows red blood
cell infiltration of the aortic wall. Colonies of gram-positive cocci are
stained red. (Original magnification, 203.)
Brief Clinical Reportsof a low rate of reinfection, durability, and potential for
growth.3 There is concern that if the autograft were to be-
come infected, then the optimal valve for the long-term
might be wasted. An alternative would be to use an aortic
homograft in what amounts to a palliative first stage of
a 2-stage approach. Although offering all of the advantages
of a stentless bioprosthesis, the durability of aortic homo-
grafts has been very limited in infants and young children.4
Use of a homograft would be directed at eliminating the risk
of autograft reinfection, saving that valve for later implanta-
tion when infection has cleared and homograft replacement
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The Journal of Thoracic and CaA confounding problem is the presence of ascending aor-
titis in conjunction with aortic valve endocarditis. This
highly unusual condition requires replacement of the entire
ascending aorta and thus complicates a Ross procedure
because the pulmonary autograft would require prosthetic
extension. Such an extension might increase the risk of rein-
fection, severely limit the durability of the Ross repair by vir-
tue of a lack of growth potential, or both. Hence the aortic
homograft becomes the best choice, with expectation that
the Ross procedure would be performed at time of homograft
failure. We predicted that the homograft would last 1 year or
less based on prior experience. The primary concern for use
of an autograft at the initial procedure was infection that
might compromise the best long-term valve replacement op-
tion for this infant.Many of our pediatric patients undergoing
the Ross procedure have had previous operations, including
an aortic root replacement, and risk of reoperation in this pop-
ulation has been low. Aortic homograft implantation has
been reported in the setting of acute aortitis in 2 children.5References
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Abiotrophia defectiva endocarditis. Pediatr Infect Dis J. 2004;23:574-6.An unusual tumor of the esophagusGeorge Rakovich, MD, Denise Ouellette, MD, and Gilles Beauchamp, MD, Montreal, Quebec, CanadaCarcinosarcoma of the esophagus is a very rare tumor that
has both epithelial and mesenchymal (sarcomatous) compo-
nents. The points of interest in the presented case are theosteosarcomatous nature of the mesenchymal component,
as well as the early and massive recurrence after esophagec-
tomy despite an early pathologic stage, reflecting the fast-
growing and potentially aggressive nature of these tumors.
CLINICAL SUMMARY
A 70-year-old man presented with progressive dysphagia
to solid food, which he localized at the level of the mideso-
phagus. He was an active smoker with a professional expo-
sure to asbestos over a period of 25 years, and his medical
history included hypercholesterolemia and a T3 N0 prostate
cancer currently in remission after radiotherapy. Initially, he
had had an acute episode of chest pain immediately afterrdiovascular Surgery c Volume 139, Number 4 e91
